ABSTRACT
INTRODUCTION AND PROBLEM STATE-MENT
There is no doubt that quality service delivery has become an increasingly important topic in the discourse on healthcare. Kersbergen (1996:169) for instance, mentions that the healthcare system of the 21st century is changing as a result of healthcare reforms focusing on cost, quality and access. The healthcare industry now finds itself with the challenge of safeguarding the integrity of high quality healthcare in a financially restricted environment. Therefore, concerns with the delivery of quality healthcare services and the continuity thereof have become a feature of healthcare policies in many health organisations worldwide (James, 2005: 2).
This situation is no different in South Africa as a developing country with a total population of about 42 million people, and whose current healthcare system is undergoing transformation. Kilian (1995:419-420) , in support of the aforementioned argument, states that decreased resources and budget restrictions are a reality for healthcare institutions in South Africa.
Therefore, the quality of service delivery has also become an issue for these institutions.
Quality service delivery to the patient as the consumer of healthcare is emphasised in the White Paper on the Transformation of Public Services (South Africa, 1997) .
The guiding philosophy adopted within this legal framework is that of Batho Pele, a Sotho translation for "People First", implying that the consumer of healthcare is place at the centre of healthcare service delivery and also that healthcare delivery be transformed in such a way that consumers are satisfied with it. The underlying belief that captures the Batho Pele culture is one of belonging, caring and service. In so doing, healthcare service needs to be transformed by a vision which is representative, coherent, transparent, efficient, effective, accountable and responsive to the needs of patients/ clients as consumers of healthcare. Therefore, healthcare institutions ought to create a people-centered and people-driven service that is characterised by equity, quality, timeousness and a strong code of ethics. The latter principles amongst others serve as an acceptable legislative framework by which excellence in healthcare service delivery ought to be achieved. The initiative of Batho Pele emanated from an increasing awareness of social change, the community's need for self-expression as well as environmental, economic and political issues affecting health and healthcare delivery in South Africa.
On the level of society, the consumer of healthcare shows an increased interest in the planning and decision-making in healthcare services, by demanding increased accessibility (Lazarus & Butler, 2001:22; Williams, 1998:264) . Furthermore, the consumers of healthcare have become increasingly aware of their right to access to quality healthcare and participation in healthcare decisions that impact on their health. Thus, developments in education, as well as the need to improve and promote health in general have contributed to the revisiting of the quality issue in service delivery in healthcare (Muller, 1996:68-69) . In this vein, James (2005: 3) mentioned that the healthcare industry is shifting from competition based on price to competition based on quality and performance. The traditional concept that value is a function of cost and quality is expanding to include a third dimension, satisfaction (Bell, Krivich & Boyd, 1997:22) . Hiidenhovi, Nojonen and Laippala (2002:59) state that the consumer's satisfaction with a service or product is the main aim of product design in the field of commodities and trade. This opinion is based on the notion that consumer satisfaction has an effect on busi-ness success. As a result, the perspective of the consumer of healthcare, insofar as the quality of the product and service is concerned, has become increasingly important in quality circles (James, 2005:3) . Hiidenhovi, Nojonen and Laippala (2002:59-60 ) mention for instance, that increasing attention has been paid to hospital processes from a quality perspective with the aim of achieving improved productivity and cost-effectiveness.
Outpatient departments can be viewed as industrial plants where technological know-how is transferred to patients through service delivery. Service delivery could therefore be seen as a cornerstone of a healthcare system's business. Outpatients, as consumers of healthcare, draw conclusions about the quality of service delivery on the basis of their experiences of such services. A patient's experience of a particular service can therefore be regarded as an indicator to health practitioners about his/her level of satisfaction with the quality of a particular service (Carey, 2000:43; Bell, Krivich & Boyd, 1997:22) . Quality service delivery is a multiphase interactive action, which coincides with the characteristic of excellence (Hiidenhovi, Nojonen & Laippala, 2002:60) . Thus, to meet the needs of both consumer and healthcare practitioner in a way that adds valuable meaning to the healthcare experiences of outpatients, can be seen as a critical dimension of quality service delivery. However, whether this was the case insofar the outpatients' experiences of the quality of service delivery at a teaching hospital in Gauteng were concerned, had to be established. No South African study can be found in the literature on outpatients' experiences of quality service delivery.
PURPOSE OF THE ARTICLE
The purpose of this article is to describe outpatients' experiences of the quality of service delivery at a teaching hospital in Gauteng.
DEFINITION OF TERMS
Outpatient: In this article an outpatient refers to a formally registered patient at a particular hospital, and who received healthcare services in the outpatient department of that hospital.
Experience refers to the life events of an individual, which either the individual or another person acknowledges happened, as ascertained through an interview with that individual.
Quality within healthcare service delivery refers to services that coincide with pre-determined standards, reflects the characteristics of excellence, and meets the needs of both consumers and health-care practitioners in a way that adds valuable meaning to both parties' healthcare experiences (Becker, 2006:12) .
Quality service delivery in the context of healthcare refers to an act or multiphase interactive action carried out by staff in one moment or situation, the dimensions of which are assurance of competence, active attentiveness, dissemination of information, polite manners by staff and flexible helpfulness, which add valuable meaning to outpatients' health-care experiences (Hiidenhovi, Nojonen & Laippala, 2002:60) .
RESEARCH DESIGN AND METHODS
A qualitative, explorative, descriptive study (Creswell, 1994:145) that was contextual in nature was conducted.
Qualitative studies aim to explore the depth, richness and complexity inherent in the meaning of interaction among people.
Selection criteria
The selection criteria for participants included those patients:
• aged between 18-70 years;
• who could speak Afrikaans or English;
• who had been admitted to the outpatient department; and • who agreed to share their experiences willingly.
There was a total of thirty (n = 30) outpatients in this study, of which 17 were women and 13 men. In terms of race four of the participants were White, nine classified themselves as Coloured and the rest (n = 17) as Black. The participants were predominantly treated for chronic medical health problems.
Ethics
The study was approved by the University's Academic and Ethics Committee and the Ethics Committee of the Hospital (letters dated 18/03/2003) where the study was conducted. The researchers provided both com-mittees with a research proposal of the study in which the aim, design and methods were described and justified. Written informed consent was sought and obtained from each participant who met the inclusion criteria. The participants were guaranteed strict confidentiality and anonymity, and were allowed to withdraw from the study at any time.
Data collection
Three focus group interviews (Krueger, 1994:6) 
Data analysis
The open coding method (Tesch, 1990 ) was used to identify and analyse the content of the transcripts and field notes were typed verbatim for themes. Transcripts were read through carefully to obtain an idea of the whole, while ideas were jotted down as they emerged from the text. During the analysis, the researcher asked himself "what is the interview about?" and "what is the underlying meaning?" and wrote notes in the margin.
Similar themes that emerged were clustered together, by arranging them into major, unique and leftover themes. These themes were coded. With the coded themes, the researcher went back to the data collected and read through it again, this time writing the codes next to the appropriate segments in the text. With this organising scheme, new sub-categories emerged, which were then grouped into two main categories. Data saturation was accomplished after the third set of transcripts was analysed.
Methods of trustworthiness
In this study, trustworthiness was ensured by means of the strategies for trustworthiness as devised by Lincoln and Guba (1985:289-331) , namely co-coding, prolonged engagement, triangulation and adequate referencing.
Co-coding was conducted by an independent coder. A full set of verbatim transcripts was given to the independent coder, together with the purpose of the study. After both the independent coder and the two researchers had coded the transcripts and identified the themes and categories, a consensus discussion was held. The aim of the discussion was to compare and justify how both parties arrived at the themes and sub-categories, and to achieve consensus on the final 
DISCUSSION OF THE RESULTS
The emerging themes describe outpatients' experience of the quality of service delivery at a teaching hospital in Gauteng. Themes were clustered into two main categories, namely positive and negative experiences. For a discussion on the experiences of outpatients regarding the quality of service delivery at a teaching hospital in Gauteng, the reader's attention is drawn to Positive experiences of quality service delivery
The outpatients expressed their satisfaction with the medical management they received from the doctors.
Therefore, satisfaction with medical management related to helpful doctors, was identified as the first theme to be discussed. Katz (1993:34) is of the opinion that good customer relations do not just happen automatically. They are the product of careful planning, close control and the ability to adapt to changing circumstances and needs.
Satisfaction with medical management related to caring doctors
Helpfulness of the medical staff is, according to Katz and Seifer (1996:32) , important in patient treatment as the patient is assisted to manage his/her own health by positive input made by staff through constructive suggestions and behaviour. Stemming from the aforementioned discussion, if nurses, who claim to be caring professionals, want to deliver quality healthcare service, they should be much more aware of the behaviour that they demonstrate towards other people and to their patients in particular.
In the next main category the negative experiences of outpatients regarding quality service delivery, by nurses in particular, the context within which such services are delivered and the feelings these experience brought on, are discussed.
Negative experiences of quality service delivery
The negative experiences of outpatients of the quality of service delivery include experiences of a lack of service commitment; a culture of non-caring and inhospitality; powerlessness related to a lack of information;
violence as the language of aggression, frustration and uncertainty; and a non-enabling environment; an unfriendly, unsafe and non-enabling environment;
dehumanisation and the lack of consideration for the person.
Lack of service commitment and service orientation
Healthcare is recognised as a service that healthcare providers and employees, delivers to the community, Abbott and Lewry (1999:82) are of the opinion that service is that part of the process that involves day-today contact between staff and the customer. This links up with the generally accepted view that services, in other words the products of "service industries", like hospitals who deliver health services, differ from material goods in that they are far less tangible, more perishable, simultaneous and heterogeneous (Abbott & Lewry, 1999:82) . In this vein, service in an outpatient experience is made up of both sensory and psychological experiences rather than objects that patients can take home and add to their permanent possessions.
Goods can be stockpiled but service cannot (Caceres & Paparoidamis, 2007:840) . To this extent, it can be said that an opportunity missed by a healthcare practitioner to be of service to outpatients' as consumers of healthcare services, is lost forever if he/she does not grasp it. The simultaneous nature of service implies that the customer has to be there when the service is delivered. Without the physical presence of both patient and healthcare professional, the entire concept of service experience becomes meaningless. What also needs to be considered from a service point of view is that the experience thereof is heterogeneous in nature (Becker, 2006:17) . This implies that different customers have different needs, and sometimes it is even more difficult to ensure that service standards are met.
Of all the healthcare professionals, nurses have the most contact with patients in the healthcare delivery cycle. To this end, the way in which nurses behave and treat patients determines the service product being sold in an outpatient department. One might admire a finished artefact in a manufacturing industry without worrying about whether there might have been a bitter labour dispute during the manufacturing process, but a comparable event in an outpatient department would make a client's experience rather unpleasant.
Service quality can be measured by reliability, responsiveness, courtesy, customer orientation, confidentiality and caring (Abbott & Lewry, 1999:83; Caceres & Paparoidamis, 2007:840) . In other words, the value of commitment and service orientation is an important aspect of quality service delivery. From this perspective, the outpatient department can be compared with a front office at a hotel. Insofar as it concerns the outpatient department of a hospital, reliability means the avoidance of error in every single procedure, for example, filing that is normally carried out in an outpatient department. This includes from filing to a tidy waiting area to having the medication ready when an outpatient is ready to leave the outpatient department. The following two excerpts from the focus group interview summarises the contrary: "… they send me off to the pharmacy with the wrong prescription chart" and "… this place is so dirty …". difficult to draw the line between being coldly polite on the one hand and too familiar on the other. Customeroriented service means placing the outpatient before the institution, a notion also reflected in the phrase:
"Batho Pele", the latter being the guiding philosophy of public service delivery (Abbot & Lewry, 1999:83; South Africa, 1997) . Any suspicion on the part of the outpatient that the priorities in terms of service delivery are the other way round is likely to be counter-productive, and is not facilitative in creating a caring and ethical service delivery environment.
Experiences of a culture of non-caring and lack of hospitality related to impatient and distrustful nurses
Service delivery takes place in a particular culture.
Therefore, it can be argued that the dominant factor in healthcare delivery and health promotion practices within a context of transformation is that of culture. Drennan (1992:233) defines culture as "the way things are done around here", which suggests that culture creates the context within which health service delivery occurs. Kitson, Harvey and Hyndman (1998:151) (Kennedy, 2001:16 
Powerlessness related to a lack of information or choice and respect
The purpose of healthcare is to promote the health of the individual, group or community, in other words, moving them from one given state of health to another.
Health promotion can be conceptualised as concerns about the creation of living conditions or an enabling environment in which a person's experience of health is increased (Mitra & Alexander, 2003:383; Hartrick, 1998:219; Brown, 1991:441-442 (Dunn, 1998:136) . This phenomenon can be described as:
'Violence as the language of anger, aggression and frustration" related to feelings of powerlessness.
Healthcare services may be modified in order to support outpatients' desire for information, respect and relief from factors that contribute to powerlessness.
Violence as the language of anger, aggression and frustration related to feelings of powerlessness
Anger is an emotional defence to protect the individual's integrity against a perceived threat and agent of harm (Roberts, 1986:259 The Oxford Dictionary (1994) defines violence as "an unlawful use of force ... involving a great physical force which is due to the intense experiences of vehemence in a particular situation" (Ferns, 2006:42 Another participant alluded to the occurrence of anger against the nurse by a patient as follows: "Shame, I
feel so sorry for her … the patient called the nurse a bitch when she ask him to wait while she was attending to another patient … and then he slap the nurse …". Kaplan and Sadock (1998:159) Nonmaleficience, which implies the concept of doing good and preventing harm to patients respectively (Pera & Van Tonder, 2005:32) . As such, violence in the workplace, irrespective of the form thereof, ought not to be tolerated and measures should be instituted to safeguard people, including patients against occurrences of violence (Ferns, 2006:44) . In this regard Smith-Pittman and McKoy (1999:12) state that "… unless interventions are developed and appropriately applied, violence at work will increase in frequency and intensity". Thus, the responsibility for a safe and healthy work environment rest on all stakeholders' shoulders and therefore ought to be a shared responsibility of all.
Strategies to counteract violence should take cognisance of the environment in which violence occurs.
This relates to the next category of outpatients' experiences of a non-enabling environment.
Experience of a non-enabling environment related to unfriendly staff, lack of coordination and unsafe circumstances
The outpatient department of the hospital where the study was conducted is large and can accommodate about 300 sitting people. Chairs are positioned in rows in front of cubicles or service points where patients have to wait. Chairs are sometimes placed outside in the corridors. The participants complained that the airconditioning in the areas where they were seated was not good and the room was very hot. Many complained that they had to use sheets of paper to fan themselves. Creating a therapeutic environment is a legal requirement in terms of the Scope of Practice of the Nurse (South African Nursing Council, 1984:2) . Lin and Liang (2007:20) are of the opinion that patient safety is a compelling concern in the healthcare system.
However, patients who narrated their experiences of such an environment indicated otherwise. By modernising the "nursing system", Lin and Liang (2007:20) are of the view that patient safety can be improved. They conclude that improving the nursing environment requires a broad approach to patient safety.
Such an approach will require that the nursing care environment be treated as a complex system, which can result in greater nurse professionalism, empowerment and patient safety. In this vein, Kalisch and Aebersold (2006:143) Dehumanisation and a non-ethical climate related to a lack of consideration, professionalism and respect for the person Agulair and Stokes (1996:4) Nursing as a profession values the right of the patient to be treated with respect and dignity, regardless of race, gender or social standing (Muller, 1996:13) . But, nursing is foremost a profession that promises "to do no harm". Respect for patients incorporates at least two ethical convictions: first that individuals' should be treated as autonomous agents, and secondly, those people with diminished autonomy are entitled to protection. This implies protection from harm, which relates to the ethical principles of non-maleficence. In this vein, Katz and Green (1992:18) write that patients have certain basic expectations of a particular service and expect to be "served in a respectful and meaningful way". This implies the right to be treated in a dignified way and not to be dehumanised to a mere number. 
CONCLUSION
The need to measure quality and effectiveness is a dominant theme in healthcare. The relationship between the measurement of effectiveness and quality of care is widely debated in literature (Donabedian, 1988 (Donabedian, :1743 .
However, both Donabedian and Deming (1991:17) argue that measurement effectiveness is much more complex than just measuring it in number, and they illustrate this through the many ways in which medical quality can be defined, depending on the particular perspective adopted (doctor, service user, administrator, and others). 
RECOMMENDATIONS
The following recommendations are made based on the findings of this study, which aimed to explore and describe outpatients' experiences of quality service.
1. Organisation management should demonstrate a commitment to improving the quality of service delivery in the organisation by:
• Formulating new management policies that emphasise customer excellence. These policies should be designed in such a way that they are clear on providing specific customer excellence guidelines and behaviours for all employees, including medical personnel.
• Top-management should show an increased visibility in service-delivery settings through the development of rounding schedules that get them out to all service sites on a routine basis.
• Top management should provide written feedback reports following these rounds.
2. New customer service standards should not only be adopted, but evidence of the implementation of these service standards should also be collected.
3. These customer service standards should reflect statements of the following aspects:
• patient safety;
• professional conduct and presentation;
• courtesy;
• efficiency; and • A customer service standard commitment that is signed by the employee as part of the application and employment process. 13. Quality assurance programmes that embody more efficient reporting and working relationships between the customer service excellence committee, grievance committee, quality assurance committee, patient care committee and top management should be reformulated.
14. The outpatient department should be re-decorated to facilitate a friendlier, safe environment:
• visibility of nurses in waiting rooms;
• visible signs indicating locations; and
• visuals giving information that is relevant.
LIMITATIONS
It is recognised that this study reflects only the experiences of out-patients in a particular context. The intention was to understand and gain more insight into how outpatients experience the quality service delivery at a particular teaching hospital. It is therefore recognised that the results reflected in this study might not be generalisable to other contexts. It is recommended that studies with a methodology that enable a larger sample group be conducted. However, findings in this study can serve as ground work for such a study. Secondly, that a longitudinal study be conducted to determine how outpatients' perceptions/ experiences of the quality of service delivery may change over time.
